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Abstract 
 
Background: Area-based initiatives that include a focus on community empowerment are increasingly 
being seen as potentially an important way of improving health and reducing inequalities.  However, there 
is little empirical evidence on the pathways between communities having more control and health 
outcomes.     
Purpose: To identify pathways to health improvement in a community-led area-based community 
empowerment initiative. 
Methods: Longitudinal data on mental health, community control, area belonging, satisfaction, social 
cohesion and safety were collected over two time points, 6 months apart from 48 participants engaged in 
the Big Local programme, England. Qualitative Comparative Analysis (QCA) was used to explore pathways 
to health improvement.  
Results: There was no clear single pathway that led to mental health improvement but positive changes 
in ‘neighbourhood belonging’ featured in 4/5 health improvement configurations. Further, where 
respondents experienced no improvement in key social participation/control factors, they experienced 
no health improvement.  
Conclusion: This study demonstrates a potential pathway between an improvement in ‘neighbourhood 
belonging’ and improved mental health outcomes in a community empowerment initiative. Increasing 
neighbourhood belonging could be a key target for mental health improvement interventions.   
179 words 
Keywords: Community empowerment, health improvement, qualitative comparative analysis, area-
based initiatives, health inequalities. 
BACKGROUND 
 
This paper uses Qualitative Comparative Analysis (QCA) of longitudinal survey data to identify whether a 
community-led area-based initiative in England, Big Local (BL), has improved the health of members 
actively participating in the programme and, if so, if specific pathways (in relation to changes in 
community control, area belonging, satisfaction, social cohesion and safety) can be identified as relevant 
to that improvement.  
 
Community Control and Health  
 
Engaging and empowering communities to have greater control over their lives is becoming more widely 
accepted in policy and practice as a means to improve health and reduce inequalities.(1)  This is an 
acknowledgement of increasing epidemiological evidence suggesting an association between greater 
individual and collective control over the local area and better health outcomes.(2,3)  
Theoretical work has identified potential pathways from increased community control to health 
improvement. For example, Whitehead et al., (2016) identified the role of community control in pathways 
to ill health and pathways to good health. Pathways to ill health show how disadvantaged living 
environments may produce a sense of collective threat and powerlessness among residents, leading to 
chronic stressors that, in time, damage health.(2)  Pathways to good health suggest that initiatives aiming 
to empower residents of disadvantaged areas can lead to individuals acting together to challenge 
unhealthy environments or attract resources to the area that can make it a better place to live.(2)  Popay 
(2010) supports this latter theory by describing how communities taking collective action to address local 
issues may result in improvements in health through improved relationships and material conditions such 
as employment or improved housing.(4) 
 
An earlier review by Popay et al., (2007) is also pertinent here and establishes a framework for identifying 
pathways to health improvement.(5) Of the 22 studies included in the review that reported the impact of 
community engagement, six reported positive changes in physical and mental health, and quality of life. 
However, community engagement approaches varied and none involved increasing community control 
over their environment.(4) Five studies reported physical health improvements as a result of participants 
engaging in time banks, community arts projects, computer training, and involvement in civil society 
groups.(6–10) Engagement with time bank initiatives and community arts projects also resulted in 
participants reporting positive effects on mental health and quality of life through increasing social 
networks.(5)  
 
While there is limited research evidence that demonstrates pathways from community control to health 
improvement; the broader concept of social capital (which could encompass feelings of belonging to the 
neighbourhood) and its relationship with health outcomes has been debated extensively.(11,12) Given the 
complexity of the concept and the variability in how it is measured (for example using terms such as, social 
cohesion, support, community participation, perceptions of safety and trust)(11,12) it is perhaps 
unsurprising that the vast majority of the literature has focused on debate rather than investigating 
associations with health outcomes. However, systematic reviews have attempted to collate evidence from 
studies assessing these associations and suggest there is an inverse relationship between social capital 
and mental disorders.(12,13)  
 
However, identifying clear pathways from participation in community empowerment interventions, 
increased community control and health improvement is limited by a lack of empirical data and 
appropriate methods of analysis.(3)  This is largely because community led empowerment initiatives are 
still relatively novel – at least in high income countries – and to date have not been subjected to robust 
evaluations of suitable analysis techniques.(4,5,14) 
 
Qualitative Comparative Analysis 
 
This paper uses Qualitative Comparative Analysis (QCA) to identify pathways. QCA was developed by 
Ragin, initially in relation to comparative political science.(15–19) It has since been developed and applied 
by various researchers across the social sciences (see for example,(20–27)) reflecting how social science 
theory has sought to take account of increased complexity, with policy-oriented work particularly 
concerned with how interventions work across heterogeneous contexts.(28–31) QCA is a case-oriented 
method that allows systematic comparison of cases as configurations of set memberships based on their 
attributes and the relationship of these to particular outcomes. QCA thereby provides an alternative to 
conventional quantitative approaches which are generally concerned with isolating the independent 
effect of one variable whilst controlling for the influence of others.(32) Instead, QCA allows for interactions 
between multiple attributes and recognises that the same outcomes may be generated by different 
configurations of attributes: in other words, QCA addresses multiple causation. QCA transforms cases into 
configurations or combinations of factors (or stimuli, causal variables, determinants etc.) that are referred 
to as ‘conditions’ that produce a given outcome of interest.(20) The key question that QCA therefore seeks 
to address is which conditions (or combinations of) are ‘necessary’ or ‘sufficient’ to produce the outcome. 
A condition is necessary for an outcome if it is always present when the outcome occurs - the outcome 
cannot occur in the absence of the condition. A condition is sufficient for an outcome if the outcome 
always occurs when the condition is present - although the outcome could also result from other 
conditions. ((20): xix) QCA is therefore of potential use in the evaluation of the effectiveness of complex public 
health interventions as applied to small populations, but it  remains a novel and rather under-utilised 
methodology with only a few previous public health applications.(32–35)  
 
METHODS 
 
The Big Local Initiative 
 
BL is an area-based community-led empowerment initiative funded by the Big Lottery Fund and managed 
by a charitable organisation, Local Trust.  The initiative provides 150 relatively disadvantaged areas in 
England with £1million each for 10 years or more to support residents in making their community a better 
place to live. A core element of the initiative is placing residents in control over the decisions on how the 
funding is spent in their area, this is done through the development of a BL Partnership in each area, which 
must be comprised of at least 51 per cent resident membership but can also include professionals involved 
with the local area.  Moreover, the funding is accompanied by a package of support and guidance from 
Local Trust, which helps build capacity among residents to develop any necessary skills (for more details 
see http://www.localtrust.org.uk). The independent Communities in Control (CiC) study uses mixed 
methods to evaluate the health and social impacts of BL in 15 of the 150 areas.  Baseline characteristics 
of participants are presented in table 1. 
Data collection 
A longitudinal survey was developed and delivered to all members of the BL Partnerships in the 15 
fieldwork neighbourhoods and delivered over two waves, 6 months apart in 2016/7.  The questionnaire 
used validated questions from previous surveys relating to mental health(36) (the Shortened Warwick-
Edinburgh Mental Wellbeing Scale – SWEMWBS and general health questions from the Office for National 
Statistics), demographics, community and individual control, area belonging, satisfaction, social cohesion 
and safety.  Researchers approached all members of the BL Partnerships within the 15 fieldwork 
neighbourhoods in two waves (total sampling frame n=150).  A common sampling frame was used to 
identify potential participants (table 2) which was developed using data from the qualitative fieldwork on 
the type and level of engagement with BL activities. Questionnaires were predominately delivered face to 
face during interviews, some Partnership members preferred to complete later and return by post.  
Completed surveys were collated via a secure online share point administered by Liverpool University and 
entered into SPSS Version 23.  Data were prepared for Qualitative Comparative Analysis (QCA) by 
comparing wave 1 and wave 2, reducing any change in response to binary coding and exported into Excel 
for analysis using fsQCA software. A total of 122 surveys were completed during wave 1 (81% response), 
with 65 at wave 2 (43%) of which 48 were suitable for analysis (32%).  
Data Analysis 
 
A ‘crisp set’ QCA was conducted across the CiC data set measuring changes from wave 1 to 2.  This uses 
binary data based on a condition being ‘present’ or ‘absent’ (given the values of 1 and 0 respectively).  A 
total of 48 cases (participants) were included in the analysis due to some missing data in the 65 cases 
comprising the full ‘change’ data set. There are six stages involved in QCA analysis:(37) building the ‘data 
table’; constructing the ‘truth table’ using QCA software to bring to light similarities between cases (see 
table 4 below for the output from the research discussed in this paper); resolving contradictory 
configurations; Boolean minimisation based on the idea of maximum parsimony (the minimal formulas 
resulting from the analysis); consideration of ‘logical remainders’; and, lastly, interpretation. The use of 
logical remainders was not appropriate in this study so our analysis concluded at the Boolean minimisation 
stage. The fsQCA software minimises the truth table configurations using Boolean minimisation 
algorithms to produce ‘descriptive formula’.(37)  However, in our analysis the minimisation did not produce 
much more parsimonious solutions than occurred in the truth table.  Consequently, the truth table (table 
4) was used as the basis for further interpretation as in this instance it provided a better, and arguably 
more succinct, visualisation of the case-based results than a rather long-list of ‘minimal formula’. In this 
respect, we follow Blackman et al., (2011) in using this output as a ‘tin-opener’ for further qualitative 
interpretation and analysis.(32)   
Six conditions (social participation and control factors) were used in different iterations of the QCA 
through adding and removing conditions to identify the most parsimonious truth tables and the lowest 
number of cases in contradictory configurations.  Contradictory configurations have consistency scores 
between 0.26 and 0.74.  For example, a configuration with five cases, two of which are improving mental 
health and three of which are not would have a consistency score of 0.4.  It is not possible to develop set-
theoretic knowledge around causation for contradictory configurations due to the lack of consistency in 
the outcome – with both improving and declining health outcomes..(19)  As a result, the conditions for 
‘individual control’ and ‘safety after dark’ were excluded from the final analysis and do not appear in the 
‘truth table’ results.  Table 3 provides details of the four included conditions used in the final QCA reported 
here.   The ‘truth table’ output (table 4) is preferred here because it provides a better visualisation of the 
results as pathways to the outcome.   
 
 
RESULTS 
 
Table 4 allows us to view all the cases as configurations of conditions, which provides the basis for the 
development of set-theoretic knowledge through the identification of patterned similarities and 
differences among the configurations associated with improving and not improving mental health.(19) The 
rows in Table 4 that are shaded dark grey are the configurations associated with mental health 
improvement and those that are shaded light grey are associated with non-improvement.  The rows that 
are not shaded are contradictory configurations.   
Each of the five dark grey mental health improvement configurations is ‘sufficient’ as they have 
consistency scores of ‘1’ meaning that the configurations only occur across people (or cases) with 
improving mental health.  However, there are a variety of configurations leading to this outcome so no 
clear single pathway for mental health improvement emerges.  Indeed, these configurations consist of 
between one out of four and three out of four conditions improving. Consequently, there is not a general 
pattern of a preponderance of receptive conditions in the improving group of cases. The improvement in 
‘feeling of belonging to the area’ is present in four of the five configurations with the improving mental 
health outcome and is the closest we come to a necessary condition.   
 
Configuration 1 consists of 16 cases and is the largest configuration by some margin.  The configuration 
consists entirely of conditions that have ‘not-improved’ and has an outcome of non-improvement in 
mental health.  This configuration of non-improvement (i.e., no change or negative change) across 
participants’ perceptions about: community control; satisfaction with the area; people with different 
backgrounds getting along; and feeling of belonging to the immediate neighbourhood could be regarded 
as particularly unreceptive to mental health improvement.  However, it is important to also recognise that 
the remaining configurations associated with no improvement in mental health outcomes all have two 
out of four conditions that are improving and these conditions vary across these configurations.  
Consequently, we might conclude that the pathways are complex and demonstrate a variety of different 
routes to mental health improvement and non-improvement.  Indeed, the variety of pathways appears to 
be the strongest finding emerging from this relatively small data set (both in terms of numbers of cases 
[48] and numbers of conditions [4]).  This is further supported by the Boolean minimisations that were 
conducted and did not provide any great narrowing down of the results through the use of fsQCA 
software.    
  
DISCUSSION 
 
Main findings of this study 
 
The main finding from this study is that there was no clear single pathway from involvement in the 
intervention leading to mental health improvement but positive changes in ‘neighbourhood belonging’ 
featured in 4/5 health improvement configurations. Further, where respondents experienced no 
improvement in key social participation/control factors, they experienced no health improvement. Our 
study indicates that the pathway to declining mental health outcomes is much clearer than that to health 
improvement, which is varied, with no single pathway identified.  The largest single pathway in this study, 
with 16 cases reporting declines or no improvement in mental health outcomes, consisted entirely of 
conditions that did not improve (community control; satisfaction with the area; people from different 
backgrounds get along; and feeling of belonging to the neighbourhood) and could be regarded as 
particularly unreceptive to mental health improvement.  The study demonstrates that pathways to health 
improvement stemming from community empowerment initiatives are varied but there is some indication 
that where these initiatives lead to increased feelings of belonging to the immediate neighbourhood this 
is associated with improvements in mental health outcomes. This supports the theory that disadvantaged 
living environments – and lack of control over them or sense of belonging to them - may lead to chronic 
stressors that damage health.(2) This is in keeping with a longitudinal quantitative study by Toma et al., 
(2015), of 6134 individuals in the English Longitudinal Study of Ageing, which found similar associations 
between negative perceptions of the neighbourhood and poor mental wellbeing.(38)   
What is already known on this topic 
 
Although there is limited empirical evidence exploring the concept of community control and the impact 
on health, some studies have explored the more specific term of social cohesion or neighbourhood 
belonging and their results are consistent with our findings.  Gale et al., (2011) assessed the effects of 
neighbourhood environment on mental health outcomes and found that individuals who reported a 
strong sense of social cohesion within the neighbourhood also reported higher levels of wellbeing.(39) A 
study by Elliott et al., (2014) used the more specific term of neighbourhood belonging and found moderate 
associations with wellbeing and, through qualitative interviews, identified social participation in the area 
as a mechanism for promoting feelings of belonging to the neighbourhood.(40) These studies support our 
findings and offer some insight into the mechanisms of how BL may be affecting change in mental health 
outcomes through increased social participation leading to increased feelings of belonging to the 
neighbourhood.  
What this study adds 
 
This study adds to the limited, but growing, evidence base to support the theoretical links between 
community control, people’s perceptions of their neighbourhood, and mental health outcomes.(2) It also 
demonstrates how pathways to these outcomes stemming from community empowerment initiatives are 
complex and rarely linear; indeed, the identification of this variation is perhaps the strongest finding of 
this study.(2,41) Community empowerment interventions, like most public health initiatives, are deployed 
within complex social systems and this study demonstrates ways to evaluate such interventions using QCA 
to explore causal inference around different pathways to outcomes. By adopting this approach, the study 
highlights the benefits of using QCA in complex public health evaluations where it is not possible to 
identify linearity between variables of interest and outcomes.(34)   
 
Limitations of this study 
 
The study uses a novel technique – QCA, and uses longitudinal data to analyse a relatively underexplored 
question. However, there are several limitations which means these results should be interpreted with 
some level of caution. Although QCA methodology is suitable for small sample sizes, this still presents a 
limitation more generally.  Only 48 cases were included in the analysis (32% response) due to missing data 
in the full dataset, which comprised of 65 cases that completed baseline and follow up surveys. This is a 
low proportion of the total sampling frame and there were considerable drop-outs between baseline and 
follow up.  Survey fatigue may have been a factor affecting our attrition rates as the Local Trust were also 
distributing their own national survey during wave 2 of this study.  Questionnaires were also delivered 
both by face to face and by post – a discrepancy in techniques and postal surveys are known to have lower 
response rates.(36) Temporality adds an additional caveat to the results presented from this study as our 
follow up was only 6 months after baseline – it is likely that some health improvements would not occur 
within such a short time frame. Further, community empowerment initiatives are dynamic with varying 
levels of participation for members at a given point in time, so some participants may have been more 
involved than others even by follow-up.  Qualitative work to contextualise these findings is ongoing and 
this will offer further insights into our results and the health effects of such a complex initiative.(42) 
 
CONCLUSION 
This QCA study demonstrates a clear pathway between no improvement in mental health outcomes with 
no change or a decline in perceptions of community control, satisfaction with the area, people from 
different backgrounds get along, and feeling of belonging to the immediate neighbourhood. This suggests 
that these factors might be important for mental health. The study also demonstrates that pathways to 
health improvement stemming from community empowerment initiatives such as BL are varied - but 
there is some indication that where these initiatives lead to increased feelings of belonging to the 
immediate neighbourhood, this resulted in improvements in mental health outcomes. These findings 
suggest that improving neighbourhood belonging could be a key target for interventions aimed at 
improving community mental health.   
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Table 1 - Characteristics of BL Partnership members  
Measure CiC Wave 1 (n=122) 
Gender 61% Women 
Ethnicity: White 93% 
Age Groups 
18-25 
26-36 
37-47 
48 and above 
Women 
11.1% 
9.7% 
18.1% 
61.1% 
Men 
4.5% 
9.1% 
18.2% 
68.2% 
Resident/non-resident 
Lives in BL area 
Works in BL area (non-residents) 
Volunteers in BL area (both 
resident and non-resident) 
Don’t know 
Women 
84.9% 
24.7% 
64.4% 
 
1.4% 
Men 
66% 
17% 
61.7% 
 
0% 
Qualifications 
No qualifications 
School level (GCSE or equivalent) 
Higher school (A level or equiv.) 
Trade/technical/vocational training 
College/university (not degree) 
One or more degrees 
Women 
6.7% 
30.7% 
5.3% 
29.3% 
25.3% 
30.7% 
Men 
6.4% 
23.4% 
21.3% 
17% 
21.3% 
36.2% 
 
 
Table 2 - Sampling framework for BL Partnerships members for both surveys 
Category Sub-category Comments 
Partnership Board 
Members
a
 
Resident members  
 ‘Works in area’ members This to include representatives of 
organisations that have an 
interest in the area: e.g., housing  
association, retail, church or 
charity leaders. 
 
 Workers/advisors This to include Rep, workers 
employed by BL. 
Others
b
 Councillor (if not member of 
Partnership Board) 
 
   
 Resident volunteers People living in the BL area who 
are NOT PB members but who 
have engaged with BL because 
they are volunteering to deliver a 
BL initiative. 
 Beneficiaries People involved in any of the 
following: (i) liaising with BL on an 
ongoing initiative or plan, (iii) 
they attend a BL supported 
‘space’ such as a coffee morning 
or hub, (iii) the community group 
they represent is benefiting from 
BL in some way (e.g., community 
grant), (iv) they are in receipt of 
support from UnLtd through BL or 
have a ‘Star People’ award 
through BL. 
a Must include Chair, who may be resident or non-resident  
b This could include a representative of any other community organisation that is working with or developing a 
working relationship with BL. 
 
 
 
Table 3 - QCA Conditions 
Condition QCA crisp set coding 
Community Control  
 
1 = improvement  
0 = no change/negative 
Satisfaction with area  1 = improvement  
0 = no change/negative 
People from different backgrounds get along 1 = improvement  
0 = no change/negative 
Feeling of belonging to the area 
 
1 = improvement  
0 = no change/negative 
 
  
Table 4 - QCA 'Truth Table' for mental health 'any improvement' 
 
 
 
 
Configuration 
number 
Community 
Control 
Satisfaction 
with area 
People from 
different 
backgrounds 
get along 
Feeling of 
belonging 
to area 
Number of 
cases 
Consistency 
1 0 0 0 0 16 0.25 
2 0 0 1 0 9 0.333333 
3 1 0 0 0 4 0.5 
4 0 1 1 1 3 1 
5 0 1 1 0 3 0.333333 
6 0 1 0 0 3 1 
7 1 1 0 0 2 0.5 
8 1 0 1 1 2 1 
9 0 1 0 1 2 0 
10 1 0 1 0 1 0 
11 1 0 0 1 1 0 
12 0 0 1 1 1 1 
13 0 0 0 1 1 1 
- 1 1 1 1 0 - 
- 1 1 1 0 0 - 
- 1 1 0 1 0 - 
